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Abstract
Background: Waterpipe smoking is growing worldwide, but little is known of its epidemiology in the UK due to its
absence from national health surveys. We sought to address this by calculating the prevalence of waterpipe smoking
among secondary school students in southeast London.
Methods: We conducted a pooled secondary analysis of routine health surveillance surveys among 11–17 year olds in
convenience-sampled secondary schools from three ethnically-diverse areas of southeast London. We calculated ever
(lifetime) waterpipe use, and compared its sociodemographic correlates to ever (lifetime) cigarette use. In one area we
collected data on patterns of waterpipe use.
Results: Of 2,098 respondents (mean age 14.1 ± 1.7 years, 55.7 % male, 46.6 % of black ethnicity), ever waterpipe use was
39.6 % (95 % CI 37.6–41.7 %) and was higher than that for ever cigarette use (32.4 %; 95 % CI 30.5–34.4). While waterpipe
users were significantly and independently more likely to be male and of non-white ethnicities, at least 30 % of all age,
gender and ethnic sub-groups had tried waterpipe smoking. In contrast, cigarette users were more likely to be older and
of white ethnicity. In one of the three areas, over a quarter of waterpipe users were occasional or regular waterpipe
smokers, and most were introduced to and currently used waterpipe in waterpipe-serving premises or friends’ homes.
Conclusions:Waterpipe smoking prevalence was high in southeast London, and users exhibited a different
sociodemographic profile to cigarette users. Waterpipe should be included in national health surveys of young people.
National surveillance is warranted to help develop suitable interventions to prevent uptake and promote cessation.
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Background
Waterpipe smoking, a nicotine delivery device where to-
bacco smoke is passed through water prior to inhalation,
is endemic in the Middle East and Indian subcontinent,
but is growing in prevalence worldwide [1–3]. Data
among adults from Europe suggest up to 20 countries
now have waterpipe as its second most prevalent tobacco
type after cigarettes, and the highest current rates found
in Latvia (11.5 %), Lithuania (9.0 %), Cyprus (8.5 %) and
Denmark (8.4 %) [4]. Among young people, past-30 day
waterpipe prevalence is highest in Lebanon (36.9 %), West
Bank (32.7 %) and parts of Eastern Europe (Latvia 22.7 %,
Czech Republic 22.1 %, Estonia 21.9 %) [5].
Central to the growth in waterpipe smoking is the per-
ception that it is a safer mode of tobacco consumption
than cigarettes. A recent systematic review of attitudes
to waterpipe smoking affirmed this and added that the
main motives for use were socialising, relaxation, pleas-
ure and entertainment [6]. Users are drawn to the array
of flavours that are added to waterpipe tobacco, and the
pipe is generally shared with peers over a 30 to 60 min
period [7, 8].
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Yet the evidence suggests that waterpipe smoking is
perhaps as harmful as cigarette smoking. A recent meta-
analysis on the health effects of waterpipe smoking
concluded that it was significantly associated with lung
cancer, low birth weight, periodontal disease and respira-
tory diseases in children [9]. Further studies show a link
between waterpipe smoking and heart disease [10, 11]
and chronic obstructive pulmonary disease [12–14]. Regu-
lar users are known to exhibit signs of nicotine depend-
ence such as cravings and withdrawal symptoms [15–17],
and a review of the literature suggested that daily water-
pipe smokers absorb as much nicotine as a 10-a-day
cigarette smoker [18].
Further research is therefore warranted on this emer-
ging public health concern. In the United Kingdom (UK),
the British Heart Foundation calculated that the number
of waterpipe-serving premises had grown 210 % be-
tween 2007 and 2012, and recent estimates suggest 400
waterpipe-serving premises can be found in London alone
[19]. However waterpipe tobacco smoking remains absent
from national health surveys, so it is unknown to what
extent this practice is spreading and to whom. Little is
known of its epidemiology, especially among young
people, which is concerning considering anecdotal reports
of regular underage sales. This study therefore aimed to
evaluate the prevalence, correlates and patterns of water-
pipe users among young people in a diverse ethnic urban
area of the UK.
Methods
Design, setting and sampling
We analysed secondary data from cross-sectional sur-
veys of secondary school students in three inner south-
east, ethically-diverse London Boroughs (districts): the
Royal Borough of Greenwich, the London Borough of
Lambeth, and the London Borough of Southwark [20].
The sample frame was all Year 8 (typically aged 12-13
years) and Year 10 (typically aged 14-15 years) students
registered in schools enlisted with the local education
authorities of each borough. All schools were invited to
participate in routine surveillance surveys conducted by
local governments. Within each school all Year 8 and
Year 10 students were asked to be sampled, and par-
ental assent was gained. Students completed a self-
administered questionnaire between April and June 2014,
with schools having the option of using paper or online
surveys. A response rate was not determined by any local
government surveillance group. As this study was a sec-
ondary analysis of routinely collected, anonymised data,
no ethics approval was required.
Questionnaire and measures
For the Greenwich sample a 23-item questionnaire was
distributed covering patterns of tobacco use and socio-
demographic information. Waterpipe tobacco questions
included prevalence, frequency, age of initiation, the
setting of initial and continued use, the cost of use, and
family and friend waterpipe use. Socio-demographic data
included gender, age, and ethnicity.
For both the Lambeth and Southwark samples a 97-
item questionnaire called the Health-Related Behaviour
Questionnaire was distributed covering food and diet,
substance use including tobacco, health and safety, rela-
tionships and mental health, leisure and money, exercise,
and socio-demographic information. A single waterpipe
tobacco question was used to derive prevalence data.
We used two binary outcome measures: ever (lifetime)
cigarette smoking and ever (lifetime) waterpipe smoking.
For the Greenwich sample, this was defined as answering
‘Yes’ to the questions “Have you ever smoked a cigarette/
shisha pipe before?” (Yes/No). For the Lambeth and
Southwark samples, this was defined as answering any-
thing other than ‘Never’ to the questions “Which state-
ment describes you best?” (I have never smoked at all, not
even a puff/I have tried smoking once or twice/I used to
smoke, but I don’t know/I smoke occasionally (less than 1
cigarette a week)/I smoke regularly but would like to give
it up/I smoke regularly and don’t want to give it up) and
“Have you ever used a shisha?” (Never/In the last month/
In the three months/In the last 6 months/In the last
twelve months/More than twelve months ago). Inde-
pendent variables included age (11–14/15–17), gender,
and ethnicity (white/black/other) and concurrent ever
cigarette or ever waterpipe use. Of 2,575 initial responses,
we removed observations with missing data in outcome
measures (cigarette use, n = 81; waterpipe use, n = 39) or
independent variables (age, n = 117; sex, n = 34; ethnicity,
n = 62), and excluded those aged 18 or over (n = 141, all
from Greenwich survey), resulting in 2,098 observations
available for analysis (81.5 % of the original responses).
Statistical analysis
We analysed data descriptively using counts and percent-
ages for categorical data, means and standard deviations
for normally-distributed continuous data, and medians
and interquartile ranges for skewed continuous data. We
calculated the prevalence of waterpipe and cigarette smok-
ing by independent variables. We conducted forced multi-
variate logistic regression models to test the
association between independent variables and our two
outcome measures, ever cigarette and ever waterpipe smok-
ing. We used a two-level, mixed effects design with random
intercept to account for the effect of clustering in the three
different boroughs (Stata command: xtmelogit), but
did not have all necessary data to cluster at school-
level. We tested for multi-collinearity between inde-
pendent variables using the variance inflation factor, the
mean of which was 1.15 for both models, enabling us to
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assume reasonable independence between variables. We
used a significance level of 5 % in all analyses. All analyses
were conducted in Stata 12.0 (StataCorp).
Results
Characteristics of sample
Eight schools were from Lambeth (school response rate
47.1 %), and six schools were from Southwark (school
response rate 33.3 %). We were not provided with school
IDs for the Greenwich sample. Table 1 presents the
characteristics of our sample, including 95 % confidence
intervals. Of 2,098 respondents, the majority were either
from Lambeth (41.2 %, n = 865) or Southwark (40.7 %,
n = 854). The mean age was 13.7 ± 1.3 years and 55.1 %
(n = 1157) were male. Most considered themselves of
black (47.3 %, n = 993) or white (30.4 %, n = 637) ethnicity.
Based on the sampling frame we expected the age range
to be 10–15 years, however on breaking down the sample
by borough it appeared that the Greenwich survey re-
cruited 16–18 year old students (Years 11-12). We there-
fore compared the characteristics of our sample to 2011
census data from the same area [21] (Table 1), which
showed the sample had an under-representation of fe-
males, those of white ethnicity, and those from Greenwich
(the latter due to exclusion of responses by adults).
Prevalence and correlates of cigarette and waterpipe use
Table 2 presents the prevalence and correlates of cigarette
and waterpipe use. The prevalence of ever cigarette use
was 31.8 % (95 % CI 29.8–33.8). Compared to those aged
11–14 years, cigarette use was significantly higher among
those aged 14–17 years (AOR 2.23, 95 % CI 1.71–2.89).
There were no gender differences in cigarette use.
Compared to those of white ethnicity, cigarette use was
significantly lower among those of black ethnicity (AOR
0.48, 95 % CI 0.35–0.65) and other ethnicity (AOR 0.50,
95 % CI 0.35–0.65). Compared to never waterpipe users,
cigarette use was significantly higher among ever water-
pipe users (AOR 42.33, 95 % CI 30.75–58.26).
The prevalence of ever waterpipe use was 40.1 % (95 %
CI 38.0–42.2). There were no age differences in waterpipe
use. Compared to females, waterpipe use was significantly
higher among males (AOR 1.47, 95 % CI 1.16–1.87).
Compared to those of white ethnicity, waterpipe use was
significantly higher among those of black ethnicity (AOR
2.40, 95 % CI 1.79–3.20) and other ethnicity (AOR 2.15,
95 % CI 1.54–3.02). Compared to never cigarette users,
waterpipe use was significantly higher among ever cigarette
users (AOR 42.04, 95 % CI 30.60–57.77).
Patterns of waterpipe tobacco use (Greenwich-only
survey)
Of 74 (out of 84) ever waterpipe users that answered
questions on frequency of use, the majority (62.2 %, n = 46)
had only smoked once or twice, 12.2 % (n = 9) were former
waterpipe users, 16.2 % (n = 12) smoked occasionally but
not every week, and 9.5 % (n = 7) smoked regularly.
Nobody in the sample smoked waterpipe on a daily
basis. Using the above data we calculated the prevalence
of current (occasional or regular) waterpipe smoking as
5.0 % (n = 19) in Greenwich.
Most users usually shared only one waterpipe (80.5 %,
n = 70), and the remainder shared several (19.5 %, n = 17).
Most users smoked at the weekend (73.6 %, n = 64) com-
pared to weekdays (26.4 %, n = 23). Only one respondent
owned a waterpipe.
Setting of initiation and current use (Greenwich-only
survey)
The mean age of waterpipe initiation was 14.2 ± 1.6 years.
Nearly three quarters (73.6 %, n = 39) had family or
friends that used waterpipe. The most common setting
where waterpipe was initiated was at a friend’s house
(32.5 %, n = 40), or at waterpipe-serving premises (31.7 %,
n = 39). Others initiated waterpipe at home (16.3 %, n = 20)
or elsewhere (19.5 %, n = 24). Waterpipe was first intro-
duced to users by a friend or person their age (44.4 %,
n = 32), by buying it themselves (22.2 %, n = 16), by an
adult they knew (18.1 %, n = 13), by a relative (9.7 %,
n = 7) or by someone their age they didn’t really know
(5.6 %, n = 4).
Continued waterpipe use also commonly occurred at
waterpipe-serving premises (38.0 %, n = 30), at a friend’s
house (27.9 %, n = 22). Other continue to use waterpipe
at home (15.2 %, n = 12) or elsewhere (18.9 %, n = 15).
Table 1 Characteristics of sample (N = 2,098)
Characteristic Our sample Reference sample
Age, mean ± SD 13.7 ± 1.3 -
Age, % (95 % CI)
- 11–14 years 52.6 (50.5–54.8) 35,103 (57.2)
- 15–17 years 47.4 (45.2–49.5) 26,289 (42.8)
Borough, n (%)
- Lambeth 41.2 (39.1–43.3) 21,119 (34.4)
- Southwark 40.7 (38.6–42.8) 20,345 (33.1)
- Greenwich 18.1 (16.4–19.7) 19,928 (32.4)
Gender, n (%)
- Female 44.9 (42.7–47.0) 128,333 (50.4)
- Male 55.1 (53.0–57.2) 126,224 (49.6)
Ethnicity, n (%)
- White 30.4 (28.4–32.3) 488,376 (57.7)
- Black 47.3 (45.2–49.5) 204,708 (24.2)
- Other 22.3 (20.5–24.1) 152,842 (18.1)
Note: Reference sample taken from 2011 local census data: age data pooled
for all three boroughs; gender and ethnicity data are from all residents pooled
for all three boroughs; borough data are age-specific to our sample
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Continued waterpipe use was commonly with friends or
family at someone else’s home (33.3 %, n = 18), with a
group of friends at a café or bar (29.6 %, n = 16), with
friends or family at home (18.5 %, n = 10), or with some-
one else (18.5 %, n = 10). The median cost reportedly
paid for a single waterpipe in a waterpipe-serving premise
was £10 (IQR £6–15, range £5–30).
Discussion
Main results
This study demonstrates that two-fifths of 2,231 second-
ary school students mainly aged 12–15 years in southeast
London had tried waterpipe smoking. This is higher than
the third of students who had tried cigarettes. We found
important sociodemographic differences in tobacco use:
while cigarette use was associated with older white stu-
dents, waterpipe use is associated with non-white males.
Despite this at least 30 % of all age, gender and ethnic
sub-groups had tried waterpipe smoking.
Our findings shed light on important patterns of use.
Despite the high level of waterpipe experimentation, only
a quarter of ever waterpipe users were occasional or regu-
lar users and nobody used it daily. This may reflect limits
to access, high cost for single users, and its dependence
on peers/family to also be available to smoke. However,
this finding may also be a reflection of the sampling
process, and with small numbers it is difficult to firmly
explain the absence of daily users. A worrying proportion
(26 %) of ever waterpipe users were introduced to it by a
relative or adult, which is concerning and probably
emphasises the level of social acceptability towards
this product.
Previous research
There is an absence of nationally-representative data on
waterpipe smoking among young people in the UK. Our
measured waterpipe prevalence of ever use (40.1 %) is
one and a half times higher than among a predominantly
south Asian sample from northwest London (24.0 %)
[22], and over three times higher than among a predom-
inantly white sample from a small northern English city
(12.0 %) [23]. This study’s lifetime prevalence is also
higher than that measured in other settings such as
Canada (10.1 %) [24], the US (7.3 %) [25], Jordan (25.9 %)
[26], and Oman (26.6 %) [27], although Lebanon remains
the country with the highest lifetime prevalence among
young people (44.3 %) [28].
In our study cigarette use was strongly associated with
waterpipe smoking, and vice versa, and several studies
have explored this relationship further. Longitudinal re-
ports among young people in the US and Denmark have
shown that waterpipe is significantly associated with initi-
ation of cigarettes [29], and higher intensity of cigarette
use [30]. One randomised controlled cessation trial among
cigarette smokers in Syria found that several participants
initiated waterpipe smoking while attempting to quit ciga-
rettes [31]. These studies underscore the importance of
tobacco’s addictive properties by whichever route and are
Table 2 Prevalence and correlates of cigarette and waterpipe smoking
Characteristic Cigarettes Waterpipe
n (%) AOR (95 % CI) n (%) AOR (95 % CI)
Overall 667 (31.8) 841 (40.1)
Age
- 11–14 years 286 (25.9) 1.00 387 (35.1) 1.00
- 14–17 years 381 (38.3) 2.23 (1.71, 2.89)** 454 (45.7) 1.07 (0.84, 1.35)
Gender
- Female 295 (31.4) 1.00 327 (34.8) 1.00
- Male 372 (32.2) 0.82 (0.63, 1.07) 514 (44.4) 1.47 (1.16, 1.87)*
Ethnicity
- White 198 (31.1) 1.00 201 (31.6) 1.00
- Black 316 (31.8) 0.48 (0.35, 0.65)** 440 (44.3) 2.40 (1.79, 3.20)**
- Other 153 (32.7) 0.50 (0.35, 0.72)** 200 (42.7) 2.15 (1.54, 3.02)**
Cigarette smoker
- No - - 283 (19.8) 1.00
- Yes - - 558 (83.7) 42.04 (30.60, 57.77)**
Waterpipe smoker
- No 109 (8.7) 1.00 - -
- Yes 558 (66.4) 42.33 (30.75, 58.26)* - -
*p < 0.01, **p < 0.001; two-level random intercept model which accounts for clustering at borough-level
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tentative suggestions of waterpipe’s potential as a gateway
product to cigarettes and undermine the progress made in
tobacco control [32].
Research and policy implications
Our study identifies several research and policy implica-
tions. Considering the sociodemographic profile of water-
pipe smokers is different to that of cigarette smokers,
waterpipe-specific interventions should be developed to
prevent uptake and promote cessation. The strong associ-
ation between non-white ethnicities and waterpipe smok-
ing suggests these interventions should involve addressing
cultural aspects of waterpipe use. One example is attend-
ing to the fact that population groups may use waterpipe-
serving premises as a socially-acceptable alternative to
alcohol consumption [33], or as an expression of cultural
heritage [34]. Having said this, nearly a third of white
students had tried waterpipe smoking, emphasising the
cross-cultural nature of this habit.
We identified that most students in this study initiated
waterpipe under 18 years of age, the legal age of tobacco
sale in the UK. Considering a third of users initiated
waterpipe in waterpipe-serving premises (and indeed 38 %
continue to use waterpipe there), proximity to such prem-
ises may promote uptake [22, 35]. While taxation is thought
to be among the single most effective tobacco control inter-
vention to reduce cigarette demand [36, 37], waterpipe
tobacco may be more inelastic than cigarettes as consumers
generally share waterpipes, and hence its cost, with their
peers [38]. Waterpipes consumed by one person may be
more price senstive than waterpipes consumed by group
sharing. Efforts should be made to enforce health warning
labels on waterpipe tobacco packs, apparatuses and related
accessories in line with recommendations of the WHO
Framework Convention on Tobacco Control, as this ap-
pears poorly implemented in some settings [39]. In London
particularly, these recommendations may prove difficult to
implement without further financial support of tobacco
control enforcement work.
Strengths and limitations
This study benefits from its large and ethnically-diverse
sample size, covering three areas of London. Although
our sample demographics were not completely consistent
with local census data, our findings may be generalizable
to other ethnically-diverse urban areas of the country.
However this study has several limitations. We were un-
able to include measures of socioeconomic position in our
multivariate analysis, although a recent epidemiological
review suggested waterpipe smoking is generally associ-
ated with a higher socioeconomic status [2, 22]. We were
unable to describe other measures of waterpipe prevalence,
such as current or frequent use (due to small sample sizes),
which may better inform tobacco control surveillance. Our
sample may have been prone to selection bias as we are
unsure of the characteristics of non-respondents, both at
school-level and student-level.
Conclusions
Ever waterpipe smoking is common in young school
age children, and more prevalent than cigarettes, in an
ethnically-diverse area of southeast London. Correlates of
waterpipe use may vary considerably to those for cigarette
use. National tobacco control surveillance should include
gathering waterpipe prevalence data to inform epidemio-
logical trends in use. Meanwhile, appropriate interventions
should be designed and evaluated, and policy should be
enforced, to prevent further uptake and promote cessation.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
GP was involved in the conceptualisation of the Greenwich survey, and
conducted a preliminary analysis. MJ completed the analysis and wrote the
first draft of the manuscript. Both authors read and approved the final
manuscript.
Acknowledgements
Paul Roderick, Professor of Public Health, University of Southampton.
Sally Slade, Chair of the South East London Group and Southwark manager
for Community Safety and Enforcement.
Wendy Elcome, Health Improvement Principal Public Health and Well Being,
Royal Borough of Greenwich.
Author details
1Department of Primary Care and Public Health, Imperial College London,
Hammersmith W6 8RP, UK. 2Academic Unit of Primary Care and Population
Sciences, University of Southampton, Southampton, Hampshire SO16 6YD,
UK. 3Community and Safety Enforcement on behalf of the South East
London Illegal Tobacco Network, Southwark Council, London SE1 2QH, UK.
Received: 2 June 2015 Accepted: 22 January 2016
References
1. Akl EA, Gunukula SK, Aleem S, Obeid R, Jaoude PA, Honeine R, et al.
The prevalence of waterpipe tobacco smoking among the general and
specific populations: a systematic review. BMC Public Health. 2011;11:244.
doi:10.1186/1471-2458-11-244.
2. Maziak W, Taleb ZB, Bahelah R, Islam F, Jaber R, Auf R, et al. The global
epidemiology of waterpipe smoking. Tob Control. 2015;24 Suppl 1:i3–12.
doi:10.1136/tobaccocontrol-2014-051903.
3. Warren CW, Lea V, Lee J, Jones NR, Asma S, McKenna M. Change in tobacco
use among 13-15 year olds between 1999 and 2008: findings from the
Global Youth Tobacco Survey. Glob Health Promot. 2009;16(2 Suppl):38–90.
doi:10.1177/1757975909342192.
4. Agaku IT, Filippidis FT, Vardavas CI, Odukoya OO, Awopegba AJ, Ayo-Yusuf OA,
et al. Poly-tobacco use among adults in 44 countries during 2008-2012:
evidence for an integrative and comprehensive approach in tobacco control.
Drug Alcohol Depend. 2014;139:60–70. doi:10.1016/j.drugalcdep.2014.03.003.
5. Jawad M, Lee JT, Millett C. Waterpipe tobacco smoking prevalence and
correlates in 25 Eastern Mediterranean and Eastern European countries:
cross-sectional analysis of the Global Youth Tobacco Survey. Nicotine Tob
Res. 2015. doi:10.1093/ntr/ntv101. Epub ahead of print.
6. Akl EA, Jawad M, Lam WY, Co CN, Obeid R, Irani J. Motives, beliefs and
attitudes towards waterpipe tobacco smoking: a systematic review. Harm
Reduct J. 2013;10:12. doi:10.1186/1477-7517-10-12.
7. Hammal F, Mock J, Ward KD, Eissenberg T, Maziak W. A pleasure among
friends: how narghile (waterpipe) smoking differs from cigarette smoking in
Syria. Tob Control. 2008;17(2):e3. doi:10.1136/tc.2007.020529.
Jawad and Power BMC Public Health  (2016) 16:108 Page 5 of 6
8. Nakkash RT, Khalil J, Afifi RA. The rise in narghile (shisha, hookah) waterpipe
tobacco smoking: a qualitative study of perceptions of smokers and non
smokers. BMC Public Health. 2011;11:315. doi:10.1186/1471-2458-11-315.
9. Akl EA, Gaddam S, Gunukula SK, Honeine R, Jaoude PA, Irani J. The effects
of waterpipe tobacco smoking on health outcomes: a systematic review. Int
J Epidemiol. 2010;39(3):834–57. doi:10.1093/ije/dyq002.
10. Islami F, Pourshams A, Vedanthan R, Poustchi H, Kamangar F, Golozar A, et
al. Smoking water-pipe, chewing nass and prevalence of heart disease: a
cross-sectional analysis of baseline data from the Golestan Cohort study,
Iran. Heart. 2012;99(4):272–8. doi:10.1136/heartjnl-2012-302861.
11. Sibai AM, Tohme RA, Almedawar MM, Itani T, Yassine SI, Nohra EA, et
al. Lifetime cumulative exposure to waterpipe smoking is associated
with coronary artery disease. Atherosclerosis. 2014;234(2):454–60.
doi:10.1016/j.atherosclerosis.2014.03.036.
12. Waked M, Khayat G, Salameh P. Chronic obstructive pulmonary disease
prevalence in Lebanon: a cross-sectional descriptive study. Clin Epidemiol.
2011;3:315–23. doi:10.2147/CLEP.S26350.
13. She J, Yang P, Bai C. Chinese waterpipe smoking: A new risk factor
for lung cancer and COPD? Chest. 2012;142(4_MeetingAbstracts):1079A.
doi:10.1378/chest.1375270.
14. She J, Yang P, Wang Y, Qin X, Fan J, Wang Y, et al. Chinese water-pipe smoking
and the risk of COPD. Chest. 2014;146(4):924–31. doi:10.1378/chest.13-1499.
15. Maziak W, Eissenberg T, Ward KD. Patterns of waterpipe use and
dependence: implications for intervention development. Pharmacol
Biochem Behav. 2005;80(1):173–9. doi:10.1016/j.pbb.2004.10.026.
16. Maziak W, Ward KD, Eissenberg T. Factors related to frequency of narghile
(waterpipe) use: the first insights on tobacco dependence in narghile users.
Drug Alcohol Depend. 2004;76(1):101–6. doi:10.1016/j.drugalcdep.2004.04.007.
17. Salameh P, Waked M, Aoun Z. Waterpipe smoking: construction and
validation of the Lebanon Waterpipe Dependence Scale (LWDS-11).
Nicotine Tob Res. 2008;10(1):149–58. doi:10.1080/14622200701767753.
18. Neergaard J, Singh P, Job J, Montgomery S. Waterpipe smoking and
nicotine exposure: a review of the current evidence. Nicotine Tob Res.
2007;9(10):987–94. doi:10.1080/14622200701591591.
19. Jawad M. Legislation enforcement of the waterpipe tobacco industry:
a qualitative analysis of the London experience. Nicotine Tob Res.
2014;16(7):1000–8. doi:10.1093/ntr/ntu022.
20. Key statistics for local authorities in England and Wales [online]. Available at:
www.ons.gov.uk/ons/rel/census/2011-census/key-statistics-for-local-
authorities-in-england-and-wales/rft-table-ks201ew.xls. [Date of access 22
January 2015].
21. Office for National Statistics: Neighbourhood Statistics [online]. Available at:
http://neighbourhood.statistics.gov.uk/dissemination/. [Date of access 29
May 2015]. 2011.
22. Jawad M, Wilson A, Lee JT, Jawad S, Hamilton FL, Millett C. Prevalence
and predictors of water pipe and cigarette smoking among secondary
school students in London. Nicotine Tob Res. 2013;15(12):2069–75.
doi:10.1093/ntr/ntt103.
23. Jawad M, McIver C, Iqbal Z. Prevalence and correlates of lifetime
waterpipe, cigarette, alcohol and drug use among secondary school
students in Stoke-on-Trent, UK: a post hoc cross-sectional analysis.
J Public Health. 2014;36(4):615–21. doi:10.1093/pubmed/fdu002.
24. Czoli CD, Leatherdale ST, Rynard V. Bidi and hookah use among Canadian
youth: findings from the 2010 Canadian youth smoking survey. Prev
Chronic Dis. 2013;10:E73. doi:10.5888/pcd10.120290.
25. Amrock SM, Gordon T, Zelikoff JT, Weitzman M. Hookah use among
adolescents in the United States: results of a national survey. Nicotine Tob
Res. 2014;16(2):231–7. doi:10.1093/ntr/ntt160.
26. Mzayek F, Khader Y, Eissenberg T, Al Ali R, Ward KD, Maziak W. Patterns
of water-pipe and cigarette smoking initiation in schoolchildren: Irbid
longitudinal smoking study. Nicotine Tob Res. 2012;14(4):448–54.
doi:10.1093/ntr/ntr234.
27. Al-Lawati JA, Muula AS, Hilmi SA, Rudatsikira E. Prevalence and determinants
of waterpipe tobacco use among adolescents in Oman. Sultan Qaboos Univ
Med J. 2008;8(1):37–43.
28. Jawad M, Nakkash RT, Mahfoud Z, Bteddini D, Haddad P, Afifi RA. Parental
smoking and exposure to environmental tobacco smoke are associated
with waterpipe smoking among youth: results from a national survey in
Lebanon. Public Health. 2015. doi:10.1016/j.puhe.2015.01.011.
29. Soneji S, Sargent JD, Tanski SE, Primack BA. Associations between initial water
pipe tobacco smoking and snus use and subsequent cigarette smoking: results
from a longitudinal study of US adolescents and young adults. JAMA Pediatr.
2014;169(2):129–36. doi:10.1001/jamapediatrics.2014.2697.
30. Jensen PD, Cortes R, Engholm G, Kremers S, Gislum M. Waterpipe use
predicts progression to regular cigarette smoking among Danish youth.
Subst Use Misuse. 2010;45(7-8):1245–61. doi:10.3109/10826081003682909.
31. Asfar T, Al Ali R, Rastam S, Maziak W, Ward KD. Behavioral cessation
treatment of waterpipe smoking: The first pilot randomized controlled trial.
Addict Behav. 2014;39(6):1066–74. doi:10.1016/j.addbeh.2014.02.012.
32. Jawad M, Millett C. Waterpipe tobacco smoking may undermine the
progress made in curbing cigarette smoking. BMJ. 2014;349:g7761.
doi:10.1136/bmj.g7761.
33. Jawad M, Jawad S, Mehdi A, Sardar A, Jawad AM, Hamilton FL. A qualitative
analysis among regular waterpipe tobacco smokers in London universities.
Int J Tuberc Lung Dis. 2013;17(10):1364–9. doi:10.5588/ijtld.12.0923.
34. Akl EA, Ward KD, Bteddini D, Khaliel R, Alexander AC, Lotfi T, et al. The allure
of the waterpipe: a narrative review of factors affecting the epidemic rise in
waterpipe smoking among young persons globally. Tob Control. 2015;24
Suppl 1:i13–21. doi:10.1136/tobaccocontrol-2014-051906.
35. Sutfin EL, McCoy TP, Reboussin BA, Wagoner KG, Spangler J, Wolfson M.
Prevalence and correlates of waterpipe tobacco smoking by college
students in North Carolina. Drug Alcohol Depend. 2011;115(1-2):131–6.
doi:10.1016/j.drugalcdep.2011.01.018.
36. Jha P, Chaloupka FJ. The economics of global tobacco control. BMJ.
2000;321(7257):358–61. doi:10.1136/bmj.321.7257.358.
37. Jha P, Peto R. Global effects of smoking, of quitting, and of taxing tobacco.
N Engl J Med. 2014;370(1):60–8. doi:10.1056/NEJMra1308383.
38. Maziak W, Nakkash R, Bahelah R, Husseini A, Fanous N, Eissenberg T.
Tobacco in the Arab world: old and new epidemics amidst policy paralysis.
Health Policy Plan. 2014;29(6):784–94. doi:10.1093/heapol/czt055.
39. Nakkash R, Khalil J. Health warning labelling practices on narghile (shisha,
hookah) waterpipe tobacco products and related accessories. Tob Control.
2010;19(3):235–9. doi:10.1136/tc.2009.031773.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Jawad and Power BMC Public Health  (2016) 16:108 Page 6 of 6
